Repeated chest aspirations revealed a blood-stained sterile fluid. Death occurred on 7/11/46. Post-Mortem.-The pleural and peritoneal cavities were filled with a haemorrhagic fluid. The lungs showed pressure collapse. The spleen was enlarged to twice its normal size. The cut surface showed a marked congestion and prominent malpighian bodies. The abdominal aorta from the level of the diaphragm to its bifurcation was surrounded by a mass of firm white tumour tissue. Tumour tissue had in places invaded and destroyed the overlying peritoneum. The right broad ligament and the right ovary were involved in tumour growth. Microscopically the tumour tissue was composed of cells with a large nucleus and scanty cytoplasm. The nucleus stained deeply and had a distinct nuclear membrane. The nuclear chromatin was arranged in coarse dots. In some nucleoli were prominent. Mitotic figures were frequent. The cells were of identical appearance with the lymphoblast seen in the germinal centre of the lymph follicle. In addition to the lymphoblast, the tumour tissue showed variable numbers of cells presenting the appearance of mature lIymphocytes.
Microscopically the malpighian bodlies in the spleen presenitedl no abnormality. 'T'he pulp, however, showed an increase in cellularity due to presence of cells simi'lar to those of the tumour tissue.
Foci of tumour cells were seen in the liver and kidneys. Comlment.-From the history it is apparent that sarcomatous change had occur-red within a year of the appearance of the first evidence of Brill-Symmers' disease. At post-mortem the histological picture was that of a lymphosarcoma. No evidence was found of the pre-existing giant follicular lymphoblastoma. It is apparent that in the absence of biopsy some time prior to death, the origin of a lymphosarcoma from a giant follicular lymphoblastoma may not infrequently go unrecognised. anid with niuclei almnost entirely filling the cell. They are arranged in giant follicles, but,the intervening tissue and the capsule and pericapsular tissue is also infiltrated by similar cells. The appearance is that of a Brill-Symmers' giant follicular lymphoblastoma with sarcomatous degeneration.
The patient was discharged from hospital on 18/11/40 and died four months after! discharge.
Comment.-The total duration of the illness was in this case less than six months. It must be presumed that sarcomatous change occurred soon after the appearance of the dlisease.
The leukopenia apparent in' this case is not an unusual feature of the disease (Symmers, 1938 ).
--CASE 6 D. J., female, aged 51. Admitted to a Medical Ward, 7/8/42. Hitstory.-12th July, 1942, developed sore throat, cough, and n'ight sweats. 19th July, 1942, became suddenly breathless. Breathlessness persisted in spite of aspiration of fluid from the chest.
Examlination.-The patient is a well-nourished middle-aged female. There is no enlargement of the superficial glands. There are signs of a massive left-sided pleural effusion. B.P. 155/110. No other abnormality is found on general -examiination. X-ray of chest confirmed the presence of a mass'ive left-sided pleural effusion.
Repeated thoracic paracentesis was performed. On each occasion a chylous fluid was obtained. On examination the fluid was sterile and of a high fat content.
In spite of repeated chest aspirations, breathlessness increased and death occurred on 29th September, 1942.
Post-Mortem-.-A neoplasm was seen to involve the mediastinal and para-aortic lymph glands. T'he neoplasm had occluded the thoracic duct. 'I'here was a bilateral chylothorax and pressure collapse of the left lung.
The spleen was slightly enlarged and on section showedl prominent malpighian bodies.
Microscopic examiniationi of the mediastinal tumour showed a pleomorphic cellular picture. The predominating cell had th-e charactcristics of a lyvmphloblastscanity cytoplasm, large nucleus with distinct nuclear' miemiibranc Iand prominent nucleolus. Mature lymphocytes \cr; also eviident anid oclls whose appearance indicated a't'ransitional stage-between the lymphoblast and the mature lymphocyte.
A striking feature on microscopic examination of the spleen was enlargement of the malpighiani bodies. Some were of such a size as to almost completely fill the low power field of the microscope. 'rhe eillargedi l'ollicles were composed of cells with the characteristics of lymphoblasts. The malpighian bodies in the spleen were, therefore, of similar structure to the massive follicles SeeI in the glanids in the other cases.
Coo.11entt.-The spleenl in this instanice provided the onily evidenice that tlhe neoplasm had arisen f'rom Brill-Symmers' (lisease. CASE 7 A. S., miale, aged 69. Admitted R.V.H., 24/6/46.
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TIhis patient was admitted to a Surgical XvVard for the removal of a tumour from his right axilla. This on pathological examination proved to be a simple squam.us papilloma.
General examination revealed an enlarged lymph gland in the left axilla but no other abnormality.
rhe gland was removed an(l submitte(d for pathological examination. .Histologv.-The gland is the seat of a lymphosarcoma which has almost completely destroyed the normal architecture. There is invasion of tlw capsule-and spread of tumour cells into the pericapsular tissue. Numerous giant follicles composed of lymphoblasts are seen indicating the origin of the tumour from a preceding giant follicular lymphadenopathy. There is no connection between this tumour ainid the squamous papilloma removed from the right axilla.
The patient was discharged from hospital on 18/7/46 and unfortunately cannot be traced.
Comment.-In this case the (liscovery of the early stage of transformation of a Brill-Symmers' disease to a lymphosarcoma was entirely fortuitous.
From the histological picture in this case it is apparent that neoplastic transformation may quickly obscure the evidence of a pre-existing giant follicular lymphadenopathy. DiSCUSSION
The cases recorded indicate the main characteristics of the disease process. The condition is a hyperplasia of the lymphoid tissue allied to Hodgkin's disease. The hyperplasia characteristic of Hodgkin's disease results in the production of many. different types of cell-reticulum cells, giant cells, fibroblasts, cells of the lymphocytic series, and myeloid cells, many of which may be eosinophils.
Giant follicular lymphoblastoma differs from Hodgkin's disease in that the hyperplasia is confined to one cell element of the reticulo-endothelial system-the lymphoblast of the germinal follicle of the lymphoid tissue. New germinal centres appear in the pseudo-follicles of the medulla of the lymph glands. The result of these changes is a numerical and dimensional increase in the follicles.
Follicular hyperplasia may simultaneously affect the lymph glands, the malpighign bodies -of the spleen, the tonsils, and the lymphoid tissue of the gastrointestinal tract. Alternatively the hyperplastic process may remain confined to the lymphoid tissue of one area. The cervical glands constitute the tissue most commonly affected in localised Brill-Symmers' disease. The condition may, however, be confined to the spleen or again the only manifestation of the disease may appear in the appendix. Symmers (1944) has described nine appendices characterised by marked hyperplasia of the lymph follicles without clinical evidence of lymphoid disease elsewhere.
Clinically, apart from those cases in which the changes are confined to the appendix, the-condition resembles Hodgkin's disease. The patient presents himself with a localised or generalised enlargement of the lymph glands. The spleen-may or may not be palpable. Enlargement of the deep glands may interfere with venous return and so produce serous effusions. Constitutional disturbance is not a feature of the malady. There is no characteristic blood picture although a hypochromic anamia, a moderate leucopenia, or slight eosinophilia may occur.
Unfortunately this benign hyperplasia often undergoes malignant dlegeneration and the affected tissue is then rapidly invaded and replaced by a lymphosarcoma. It is impossible to state at what stage in the disease such sarcomatous change may occur. In some it is present whlen the patient first consults the practitioner, in others it may never occur (Case 1). Robb Smith (1938) was of opinion that the average period of survival after diagnosis was five vears.
The intimate relationship with the other hyperplastic conditions and with the neoplasms of the reticulo-endothelial system and hence the prognostic (lifficulties are indicated by an analysis of twenty-five cases collected by Syinmers (1938 The etiology of giant follicular lymphoblastoma is no more certain than that of other hyperplastic conditions of the reticulo-endothelial system. Since the cervical glandIs compose the lymphoid area most constantly involved, Symmers suggests that it is inflammatory or toxic in origin. It is true that follicular hyperplasia of a minor degree may be seen in the lymph glands draining a septic focus. An association of Brill-Symmers' disease with Hodgkin's disease is noted in the series of cases described by Symmers and From the poiint of view of therapy twvo poinlts are of importance 1. Sarcomatous change may occur while the condition is still localised to one group of glands.
2. Uncomplicated giant follicular lymphoblastoma is usually amenable to mil-d X-ray therapy.
The high incidcence of sarcomatous degeneration in this series contrasted with that of other published cases suggests that during the past ten years some cases of uncomplicated Brill-Symmers' disease have gone unrecognised. Absolute diagnosis can only be established by biopsy and histological examination of the glands.
In order that sarcomatous degeneration in this disease mav be prevented or delayed, the following measures are suggested: 
